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Abstract 
This collective review of relevant research literature was to better understand the influence of cultural experience upon 
chronic pain perception. Using a structured review guideline, literature search was guided by a search strategy, quality 
grading of studies, data extraction and thematic, tabulated analysis of data. Themes were identified in three levels (1) patient, 
(2) the patient-provider interaction and (3) healthcare system. Clinical practice implications of the study included improving 
clinician cultural awareness, improving clinician cultural competency, culturally relevant pain measures and developing 
culturally-equitable systems of care. Research implications were the need for appropriate research based in a research agenda 
that brings the learnings of existing research to bear upon local contexts to enhance patient care. 
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1. Introduction 
The Grey’s Pain Research Collaboration (GPRC) was started in 2012 and developed from a multidisciplinary 
team of health practitioners working in a Chronic Pain Clinic located at a tertiary-level referral hospital which 
serves the Western inland areas of the province of KwaZulu-Natal. One of the first projects of the group was to 
develop a number of studies to research the ‘intersection’ of culture and chronic pain, relevant both as a research 
area and in order to improve the standard of patient care in a state hospital setting. A collective review of 
literature was undertaken to establish a foundation of research and conceptual knowledge upon which further 
studies could be developed. The GPRC currently consists of a working group including MMed students from 
Anaesthetics and Psychiatry, Clinical Psychology Department and specialised professional nursing.   
 
  Chronic pain is a challenge for patients, clinicians and health systems (Baker, Buchanan, Corson, 2008; 
Incayawar & Saucier, 2010).  In the past decade the concept has gained ground that failure to provide pain 
management is poor practice and unethical but that it is also a human rights violation (Brennan, Carr & Cousins, 
2007). Chronic pain carries a range of physiological and psychological costs, and adds considerable economic 
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and social burdens across the world (Brennan et al., 2007). Globally, the estimated annual economic cost of 
chronic pain treatment exceeds that of any other chronic condition including cardiac disease hypertension and 
diabetes (Staton, Panda, Chen, Genao, Kurz et al., 2007). Biologically, it is known that chronic pain is associated 
with neuroendocrinal and neurophysiological changes, alters sympathetic nervous system activation, reduced 
mobility and impaired immunofunctioning (Brennan et al., 2007; Green, Ndao-Brumblay, Nagrant, Baker & 
Rothman, 2004; Mullersdorf, Zander, & Eriksson, 2011). However, findings of several rigorous studies reveal 
that inter-individual differences in chronic pain processing is due not so much to endogenous gene-based 
differences in pain neuroregulation as it is to the mutual influences of biological, lived experience, and 
sociocultural factors (Goodman, 2000).  Research supports that chronic pain is a multidimensional dynamic 
process of mutual influence involving pathophysiology, individual neuroregulation and socio-cultural factors 
influencing the individual (Ruehlman, Karoly, & Newton, 2005; Riley, Wade, Myers, Sheffield, Papas, & Price, 
2002).  Chronic pain is also multidimensional in the impact it has upon individual daily functioning.  
Physiological, practical, social and emotional constraints are all experienced by individuals with chronic pain  
(Mullersdorf et al., 2011).  
 
Chronic pain research has produced a number of psychological constructs for understanding the individual 
level variables across varying domains. Pain catastrophising, pain beliefs, pain perception, pain behaviour and 
pain communication, pain coping are some of the constructs which have been developed and operationalised in 
research to describe individual variations in affective, learning, neurocognitive and interpersonal domains 
(Campbell, Andrews, Scipio, Flores, Feliu et al., 2009; Gautier, Thibault, & Sullian, 2011; Staton et al., 2007; 
Wong, Williams, Mak, & Fielding, 2011).  Some studies have considered these constructs in relation to culture. 
Campbell et al (2001) have investigated pain coping among Hispanic American populations with implications for 
improved pain assessment and treatment. Wong et al (2011) have standardised the Pain Beliefs and Perception 
Scale translated into Chinese in order to improve pain assessment. Leung (2012) has reviewed the usage of the 
constructs in view of neurobiological research and across various models of pain catastrophising 
 
Conceptual frameworks 
 
Cultural identities may be a resource for patients with chronic pain, providing frameworks of meaning or 
culturally-based strategies for coping (Dickson & Kim, 2003). Cultural barriers between patient and provider 
may burden the patient further, with patients not being understood or believed by providers or feeling frustrated 
and marginalized within the dominant culture of a healthcare system (Mullersdorf et al., 2011).  Defining culture 
for the purpose of health research is challenging, requiring a balance between conceptual rigour and appropriate 
usefulness. Broadly, culture can be defined as an ‘enduring pattern’ consisting of perceptions, structures, beliefs 
which are stable across various contexts (Keefe, Lumley, Buffington, Carson, Studts et al., 2002). This definition 
emphasises the ‘process’ of culture and its influence as a stabilizing set of meanings. An alternative definition is 
to define culture as an assemblage of ‘received knowledge’, passed down through generations and which enable 
groups to make sense of their experience and direct their behaviours (Turner, 2005).  An advantage of this 
definition is that culture is framed as a resource for human experience and a well of collective wisdom. The use 
of culture and related social constructs such as ethnicity and gender was considered in relation to constitutional 
values and the South African context (Edwards, Fillingham, & Keefe, 2001). 
 
The International Association for the Study of Pain (IASP) defined pain as an ‘experience’ encompassing both 
a neurophysiological process and an affective response generated by a perceived or actual noxious stimulus 
(Merskey, 2001). The IASP has defined chronic pain as a persistence of pain for three months or longer 
(Merskey, 1986). Although the biopsychosocial model of chronic pain has widespread credibility, a research 
overemphasis on either psychosocial factors or biomedical can be problematic, possibly leading to inadequate 
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understanding of the pathology of chronic pain (Hancock, Maher, Laslett, Hay, & Koes, 2011; Lumley, Cohen, 
Borszcz, Cabo, Radcliffe et al., 2011). Neurobiological research and brain imaging over the past decade have 
advanced understandings of the human pain experience, especially the affective dimension of pain experience 
and the shared neural bases for pain, emotional experience and social attachment (Lumley et al., 2011). 
Reviewers of research in the neurobiology of pain experience suggest that this research strongly motivates further 
research on the social and interpersonal contexts of pain for it is here that four key components of pain are 
manifest in adaptive and maladaptive ways – the awareness of pain, expression of pain, experiencing of pain and 
modulation of pain (Lumley et al., 2011).  Neuroimaging has identified remarkable overlaps for experienced 
pain, social rejection and observing pain in others, evidencing as argued by Lumley et al (2011) that what is 
needed is a tightly integrated biopsychosocial model that recognizes the reciprocal influences of cognitive-
affective, neurobiological and social-behavioural dimensions. Such an integration has been partly achieved by the 
Melzak’s neuromatrix theory which reconciles cognitive-affective processing with neurosensory inputs (Leung, 
2012).  
 
2. Methods 
 
    The aim of the collective review was to achieve a better understanding of the influence of cultural experience 
in chronic pain perception through a systematic reading of relevant research literature. The reviewers searched 
and examined research articles on the cultural differences and similarities in chronic pain perception, noting the 
factors which operated in the patient, patient-provider interaction and health system. The review was conducted 
according to systematic review guidelines (Khan, Kunsz, Klejnen, & Ante, 2003). This was a pragmatic five 
steps for structured selection and reading of research literature without advanced systematization or meta-
analysis. The collective review was attempted to be as relevant, thorough and rigorous within the resources 
available. A computer-based search strategy followed key words of ‘culture’, ‘chronic pain’ and ‘ethnicity’ used 
in combination. Further keywords were inductively included on the basis of emerging findings and these were the 
addition of ‘differences’ and ‘disparities’ in combination with the original key words. Inclusion criteria were 
published peer-reviewed journals of health sciences including psychology and nursing from the past 20 years and 
chronic, non-malignant pain. Exclusion criteria were small sample quantitative studies (N<60), acute pain, 
paediatric studies, oncological pain and non-peer reviewed articles, dissertations or publications.  
 
    Step One consisted of the identification of the structured research question (‘what is the interaction of culture 
experience with pain perception?). Following this, material was selected according to the search strategy, 
formulated key words and inclusion/exclusion criteria (Step 2). Articles were then selected by a reading of the 
abstracts (Step 3). Following this, a quality grading checklist and data extraction form was structured according 
to the guidelines of Khan et al (2003) in order to elicit basic methodological flaws/limitations and the rate quality 
of article as low, moderate and high (Step 4). Finally, findings were organized in three broad categories (1) 
patient-related, (2) provider-related and (3) health system-related. Findings were then organized according to 
themes identified in the reading of the articles (Step 5). The themes identified were those relevant to the 
interaction of chronic pain perception and cultural experience.  
 
    The study was limited to articles accessible via the databases at the University of KwaZulu-Natal and hence 
some relevant material may have been missed. The wide heterogeneity of studies and scope of the research 
problem meant that comparisions were not always possible and conceptual clarity varied across the studies and 
according to the methodology of the studies. A large scale Cochrane-type study was beyond the scope and 
resources of the current study, however the review did yield a range of relevant observations creating a resource 
for further GPRC projects. 
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Figure 1: Data retrieval strategy (following Khan et al., 2003) 
 
 
 
 
 
 
                                                                                                                                      
 
 
 
 
 
 
Table 1: Data extraction form   
 
Data element 
• Title 
• Journal/University 
• Year of publication 
• Author 
• Phenomena investigated 
• Participants/sample population (race, ethnicity, gender, age) 
• Sample size 
• Sampling method 
• Study design 
• Research methods 
• Qualitative/Quantitative/Mixed  
• Data analysis 
• Pain measuring scale utilized 
• Key findings 
 
Search Keywords 
(culture, chronic pain, ethnicity) 
Articles identified by electronic 
literature search 
Retrieve relevant abstracts  
Excluded not relevant to research 
question 
Inclusion and exclusion criteria Excluded not fulfilling selection 
Reference lists examined 
Final number of articles 
Additional search key words 
(differences, disparities) 
Critical consideration of  
emerging findings
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3. Results 
 
    The reviewed studies yielded a large number of potential factors influencing patients, the patient-provider 
interaction and the health system at the confluence of culture and chronic pain. It was difficult to establish any 
firm generalisations across studies because of the variety of methodologies, constructs used and range of possible 
variables to account for findings including confounding variables such as researcher ethnicity or cultural beliefs 
and research setting (health care or community). What was clearly and consistently evident across the studies 
surveyed was that cultural experience influences multiple factors that are proximal or distal influences of the 
chronic pain perceptions of patients and providers.  
 
 3.1 The patient 
 
Findings of studies reviewed suggested there were culture-related individual variations in pain expressiveness. 
Some studies also reported differences in expressiveness versus stoicism across other social dimensions including 
age and gender and in differences between rural and urban contexts (Green, Hart-Johnson, 2010; Incayawar & 
Saucier, 2010). Culture-related age expectations for pain expressiveness appeared to be protective factors in one 
of the studies surveyed (Baker et al., 2008). In this case, older African American women were more 
communicative about their pain and mobilized psychosocial support more than their younger counterparts (Baker 
et al., 2008).  Several studies have documented greater pain expressiveness and ‘over-reporting’ of pain among 
African-Americans and Hispanic or Italian subjects in comparison with third generation Americans of Northern 
European descent (Bates, Edwards, & Anderson, 1993; Green et al., 2004). A psychogeriatric nursing study 
identified high levels of stoicism associated with poor help-seeking and under-reporting of pain among older Irish 
adults, attributed to beliefs about self-blame and guilt (Cornally & McCarthy, 2011). The biases of such studies 
noted included a sample consisting of patients with mixed pain etiologies, culture-biased referral patterns or 
cultural expectations of the researchers (Edwards, Doleys, Fillingim, & Lowery, 2001).  Not all studies have 
confirmed the findings of greater pain expressiveness among African Americans, with different results found 
with controls for inter-group differences such as coping, educational level and social learning (McCracken, 
Matthews, Tang, & Cuba, 2001). In a cross-national comparison study, Egyptian and Dutch women patients with 
rheumatoid arthritis reported differing pain perceptions, with Egyptian patients reporting significantly worse pain 
and physical impairment with controls for socio-economic and clinical variables (Vlaar, ten Klooster, Taal, 
Gheith,  El-Garf et al., 2007). 
 
Studies reviewed suggested strongly that culture-related gender role expectations were influences upon individual 
chronic pain experience. Research has widely documented that women are more likely to have a lifetime 
prevalence of chronic pain syndromes including arthritis and fibromyalgia (Racine, Tousignant-Laflamme, 
Kloda, Dion, Dupuis et al., 2012). Although a systematic literature review of experimental (acute) pain research 
reported that women report more severe and frequent pain (Racine et al., 2012) these findings cannot be 
generalized outside of thermal and pressure induced pain in an experimental context nor do these studies indicate 
the causal influences on these gender differences. Researchers found that in the traditional tribal culture of the 
Quichua in South America, the prevalent belief was that married, elderly women were most prone  to chronic 
pain with the source of the pain being believed to be the high levels of responsibility accorded to married elderly 
women in that society (Incayawar & Saucier, 2010). Several studies indicated that women might not experience 
more pain but were more likely to report pain (Green et al., 2010).  
 
A theme identified in the research was the extent to which patient’s presented or believed themselves to be a 
‘good patient’, that is compliant, cooperative and respecting of the doctor’s authority. A survey study with 
Hispanic patients found that more Hispanic than non-Hispanic patients with chronic knee or back pain believed 
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that the primary medical decision-maker was the doctor (Katz, Lyons, Wolff, Silverman, Emrani et al., 2011). 
The ‘good patient’ role might also be associated with low socio-economic status, often coinciding with those who 
are culturally marginalized (Kposowa & Tsunokai, 2002).  
 
Several studies dealt with cultural resources for giving meaning to pain. Some cultural systems promote a 
positive acceptance of pain, for example Hindu culture construct pain and suffering as a just consequence and 
unfolding of karma (Whitman, 2007).  In a qualitative study with older Korean women, researchers found 
similarly a positive acceptance of chronic pain as an inevitable and meaningful quality of ageing and not a 
problem to be solved (Dickson & Kim, 2003). In the study among the Quichua tribe, researchers identfied the 
close connections between illness beliefs and cultural beliefs of being and social harmony, bearing some 
resemblance to African conceptions of health and illness in which pain is conceptualized within a cosmology of 
inter-relatedness (Incayawar & Saucier, 2010). 
 
Some studies suggested how cultural identifications were often bound up with collective histories of hardship and 
resilience, with patients from cultures that have been historically disenfranchised or exploited being more prone 
towards stoic presentations of pain and low expectations and distrust of Western biomedical interventions to 
provide relief (Baker et al., 2008; Bates et al., 1993). Such patients are also likely to present with socioeconomic 
disadvantages which impact upon access to care and an external locus of control (Baker et al., 2008; Bates et al., 
1993).  
 
Numbers of studies revealed cultural differences in perceived control, the perceived efficacy of treatments and 
skepticism, distrust of Western medicine and barriers to help-seeking or accepting medical interventions 
(Lavernia, Alcerro, Contreras, & Rossi, 2011; Staton et al., 2007; Merry, Campbell, Buenaver, McGuire, 
Haythornthwaite et al.,  2011). The clinical implications should be considered that patients vary in relation to 
their perceived control, use of alternative or traditional medicine and perceived efficacy of Western biomedical 
interventions. In a prospective examination of intergroup differences in multidisciplinary pain management, 
researchers found significant cultural differences in self-care behaviours, participation in a programme and 
preferences for pain management programme components (Merry et al., 2011).  
 
Southern African researchers have identified the common practice of using traditional medicine within the 
African continent with an estimate of 80 percent of the African population using traditional medicine as the 
primary source of health care (Peltzer, 2009). An interview study with patients at a pain clinic in Mozambique 
highlighted that African patients perceived the traditional healer as the primary practitioner to deal with chronic 
pain  (Dos Santos Ferreira, Schwalbach, & Schwalbach, 2012). A culturally-associated delay in presenting for 
treatment was identified in a number of studies from both the developed and developing world (Lavernia et al., 
2011). 
 
Studies reviewed indicated that language barriers and literacy were significant challenges in the treatment of 
chronic pain and should be addressed in health systems to avoid inequities and disparities (Anderson, Green, & 
Payne, 2009; Green et al., 2004; Green, Anderson, Baker, Campbell, Decker, Fillingim et al., 2003). A qualitative 
study among Muslim women patients in Sweden found that patients benefitted significantly when there was 
adequate translation and active, empathic listening from the healthcare provider (Mullersdorf et al., 2011). South 
African researchers have found that communication barriers can lead to inadequate assessment of a patient’s pain 
which does not do justice to a patient’s self report of pain (Morris, Grimmer-Somers, Louw, & Sullivan, 2012). 
Culturally appropriate and normed pain measurements are required in the local context (Morris et al., 2012). 
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A further theme identified was that of pain as a sign of weakness or shame. Patient attributions of self-blame or 
failure for having chronic pain were identified in several studies, by African American women (Baker et al., 
2008), by Muslim women living in Sweden (Mullersdorf et al., 2011). Korean women interviewed identified 
chornic pain as a subject only to disclose to age peers, and not to be shared with spouses or their children 
(Dickson & Kim, 2003). Private prayer and meditation were also identified as coping skills among some ethnic 
minority patients (Edwards, Moric, Husfledt, Buvanendran, & Ivankovich, 2005).  The final identified theme was 
culturally-differentiated coping mechanisms. Studies suggested that the use of active and passive strategies varied 
across culture, with passive coping (such as prayer, hoping and diversions) being associated with poorer pain 
adjustment (Tait & Chibnall). Non-ethnic minority Americans tended to use more active diversions and an 
internal locus of control (Ruelhman et al., 2005). 
 
Table 2: Identified themes across studies   
 
Themes occurring across studies 
• Pain expressiveness versus pain stoicism 
• Cultural gender role expectations 
• The ‘good patient’ role 
• Attributing meaning to pain 
• Cultural history of hardship and resilience 
• Use of traditional or complementary alternative medicine 
• Barriers to language and literacy 
• Pain as a sign of weakness and shame 
• Culturally-differentiated coping mechanisms 
 
3.2. The healthcare provider 
 
The studies reviewed suggested the following provider-level factors: (1) stereotyping or inherent biases based on 
cultural identities of patients, (2) cultural experience played a role in the effectiveness of patient-provider 
communication and perceived credibility of the patient or the provider, (3) providers can have an inadequate 
cultural knowledge base from which to effectively treat chronic pain, (4) provider-patient relationship can be 
hampered by culturally insensitive practitioners. Studies suggested that patient and provider assessments of pain 
might not often correspond with the ethnic identity of the patient being significantly associated with whether the 
provider underestimates or overestimates the patient’s pain relative to the patient’s self-assessement (Staton et al., 
2007). Studies reviewed also evidenced that cultural differences can influence treatment preferences for both the 
patient and the provider, with stereotypes and judgments around perceived honesty and compliance of the patient 
playing a role (Burgess, Crowley-Matoka, Phelan, Dovidio, Kerns et al., 2008 , Green et al., 2004). A study 
among Chinese Canadians found that non-verbal communication of pain took precedence over verbal expressions 
and that an ethnic concordance between provider and patient was perceived to be beneficial by the patients 
(Hsieh, Tripp, & Ji, 2011).  
 
3.3 The healthcare system 
 
   At the healthcare system level, the studies reviewed suggested the following culture-related barriers to optimal 
pain care: (1) culture-related barriers to access, (2) culture-relevant lack of infrastructure or resources, (3) culture-
related problems in referral patterns. Adjusting healthcare systems to accommodate cultural factors of chronic 
pain patient requires a consideration of level of care feasible within available resources and can involve 
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multilevel interventions including training, programme design, policies and the development of culturally 
appropriate pain measures for local contexts. 
 
4. Conclusion 
 
   Relevant research for understanding the influence of cultural experience on chronic pain perception was 
reviewed. There was a need for more research which moves beyond comparison between categories to answer 
questions of the lived experience of chronic pain patients, is locally, context specific and which uses qualitative 
methods. In Sub-Saharan Africa, there is a dearth of relevant studies but the promising research that has been 
done highlights the need to develop cultural understandings of pain, develop clinical competence in cultural 
communication and standardise culturally appropriate pain measurements for local contexts. Methodological 
challenges abound across the studies reviewed with consideration given to the kind of research that needs to be 
done and what the benefits such research would have for the patient, provider and healthcare system. The merits 
of qualitative and quantitative methods should be considered in developing a research agenda for South African 
chronic pain researchers, and careful note taken that unlike acute pain, chronic pain cannot be easily or best 
studied in an experimental context. Research agendas should also be guided by the evident culturally-relevant 
disparities that exist across health care systems in various national contexts and be guided by practices developed 
elsewhere, appropriately adapted for local contexts which foreground patient care, access and the merits for 
providers of listening to their patients’ lived accounts of their experiences.  
 
7. Acknowledgements 
 
    The authors record their thanks to the Umgungundlovu Health Ethics Review Board (UHERB) which 
reviewed and approved the study. The authors record thanks to Colleen Aldous from the University of KwaZulu-
Natal, Ottilia Brown and the GPRC for valuable input and advice in the writing of this review.  
 
References 
 
Anderson, K.O., Green, C.R., & Payne, R. (2009). Racial and ethnic disparities in pain: Causes and consequences of unequal care. .Journal of 
Pain, 10(12), 1187-1204. 
Baker, T.A., Buchanan, N.T., & Corson, N. (2008). Factors influencing chronic pain intensity in older black women: Examining depression, 
locus of control and physical health. Journal of Women’s Health, 17(5), 869-878. 
Bates, M.S., Edwards, W.T., & Andersion, K.O. (1993). Ethnocultural differences in variation in chronic pain perception. Pain, 52, 101-112. 
Brennan, F., Carr, D.B., & Cousins, M. (2007). Pain management: A fundamental human right. Anesthesia & Analgesia, 105(1), 205-221.  
Burgess, D.J., Crowley-Matoka, M., Phelan, S., Dovidio, J.F., Kerns, R., Roth, C., Saha, S., & van Ryn, M. (2008). Patient race and 
physicians’ decisions to prescribe opioids for chronic low back pain. Social Science and Medicine, 67, 1850-1862. 
Campbell, L.C., Andrews, N., Scipio, C., Flores, B., Feliu, M.H., & Keefe, F.J. (2009). Pain coping in Latino populations. Journal of Pain, 
10(10), 1012-1019. 
Cornally, N, & McCarthy, G. (2011). Help-seeking behaviour for the treatment of chronic pain. Pain Management Nursing, 12(4), 206-217. 
Dickson, G.L., & Kim, J.I. (2003). Reconstructing a meaning of pain: Older Korean American women’s experiences with the pain of 
osteoarthritis. Qualitative Health Research, 13(5), 675-688. 
Dos Santos Ferreira, K., Schwalbach, M.T., Schwalbach, J., & Speciali, J.C. ((2012). Headache in chronic pain patients interviewed by the 
Pain Unit, Central Hospital of Maputo, Mozambique. Rev Dor Sao Paulo, 13(3), 225-228. 
Edwards, C.L., Doleys, D.M., Filllingim, R.B., & Lowery, D. (2001). Ethnic differences in pain tolerance: Clinical implications in a chronic 
pain population. Psychosomatic Medicine, 63(2), 316-323. 
Edwards, C.L., Fillingim, R.B., & Keefe, F. (2001). Race, ethnicity and pain. Pain, 94(2), 133-137. 
159 Thivian Pillay et al. /  Procedia - Social and Behavioral Sciences  113 ( 2014 )  151 – 160 
Edwards, R.R., Moric, M.,  Husfledt, B., Buvanendran, A., & Ivankovich, O. (2005). Ethnic similarities and differences in the chronic pain 
experience: A comparison of African American, Hispanic, and White patients. Pain Medicine, 6(1), 88-98. 
Gauthier, N., Thibault, P., & Sullivan, M.J.L. (2011). Catastrophisers with chronic pain display more pain behaviour when in a relationship 
with a low catastrophising spouse. Pain Research Management, 16(5), 293-299. 
Goodman, A.H. (2000). Why genes don’t count (for racial differences in health). American Journal of Public Health, 90(11), 1699-1702. 
Green, C.R., Anderson, K.O., Baker, T.A., Campbell, L.C., Decker, S., Fillingim, R.B., Kaloukalani, D.S., Myers, C., Tait, R.C., Todd, K.H., 
Vallerand, A.H. (2003). The unequal burden of pain: Confronting racial and ethnic disparities in pain. Pain Medicine, 4(3), 277-294. 
Green, C.R., & Hart-Johnson, T. (2010). The impact of chronic pain on the health of black and white men. Journal of the National Medical 
Association, 102(4), 321-331. 
Green, C.R., Ndao-Brunblay, S.K., Nagrant, A.M., Baker, T.A., & Rothman, E. (2004). Race, age, and gender influences among clusters of 
African American and white patients with chronic pain. Journal of Pain, 5(3), 171-182. 
Hancock, M.J., Maher, C.G., Laslett, M., Hay, E., & Koes, B. (2011). Discussion paper: What happened to the ‘bio’ in the bio-psycho-social 
model of low back pain? European Spine Journal, 20, 2105-2110.  
Hsieh, A.Y., Tripp, D.A., & Ji, L-J. (2011). The influence of ethnic concordance and discordance on verbal reports and non-verbal behaviours 
of pain. Pain, 152(9), 2016-2022. 
Incayawar, M., & Saucier, J-F. (2010). Pain in remote Andean communities – Learning from the Quicha (Inca) experience. Rural and Remote 
Health, 10, 1379. PMID: 20635837. 
Katz, J.N., Lyons, N., Wolff, L.S., Silverman, J., Emrani, P., Holt, H.L., Corbett, K.L., Escalante, A., & Losina, E. (2011). Medical decision-
making among Hispanics and non-Hispanics with chronic knee and back pain: A qualitative study. BMC Musculoskeletal Disorders, 12, 78. 
Khan, K.S., Kunz, R., Kleijnen, J., & Antes, G. (2003). Five steps to conducting a systematic review. Journal of the Royal Society Medicine, 
96(3), 118-121. 
Kposowa, A.J., & Tsunokai, G.T. (2002). Searching for relief: Racial differences in treatment of patients with back pain. Race and Society, 
5(2), 193-223. 
Keefe, F.J., Lumley, M.A., Buffington, A.L., Carson, J.W., Studts, J.L., Edwards, C.L., Macklem, D.J., Aspnes, A.K., Fox, L., & Steffey, D. 
(2002). Changing face of pain: Evolution of pain research in psychosomatic medicine. Psychosomatic Medicine, 64(6), 921-938. 
Lavernia, C.J., Alcerro, J.C., Contreras, J.S., & Rossi, M.D. (2011). Ethnic and racial factors influencing well-being, perceived pain, and 
physical function after primary total joint arthroplasty. Clinical Orthopaedics and Related Research, 469(7), 1838-1845. 
Leung, L. (2012). Pain catastrophising: An updated review. Indian Journal of Psychological Medicine, 34(3), 204-217. 
Lumley, M.A., Cohen, J.L., Borszcz, G.S., Cano, A., Radcliffe, A.M., Porter, L.S., Schubiner, H., & Keefe, F.J. (2011). Pain and emotion: A 
bioipsychosocial review of recent research. Journal of Clinical Psychology, 67(9), 942-968. 
McCracken, L.M., Matthews, A.K., Tang, T.S., & Cuba, S.L. (2001). A comparison of blacks and whites seeking treatment for chronic pain. 
Clinical Journal of Pain, 17(3), 249-255. 
Merry, B., Edwards, R.R., Buenaver, L.F., McGuire, L., Haythornthwaite, J.A., Doleys, D.M., & Campbell, C.M. (2011). Ethnic group 
differences in the outcomes of pain treatment. Journal of Musculoskeletal Pain, 19(1), 24-30. 
Merskey, H. (1986). Classification of chronic pain: Descriptions of chronic pain syndromes and definitions of pain terms. Pain, 3, 226. 
Merskey, H. (2001). Pain, psychogenesis, and psychiatric diagnosis. International Review of Psychiatry, 12(2), 99-102. 
Morris, L.D., Grimmer-Somers, K.A., Louw, Q.A., & Sullivan, M.J. (2012). Cross-cultural adaptation and validation of the South African 
Pain Catastrophizing Scale (SA-PCS) among patients with fibromyalgia. Health and Quality of Life Outcomes, 10, 1-13. 
Mullersdorf, M., Zander, V., & Eriksson, H. (2011). The magnitude of reciprocity in chronic pain management: Experiences of dispersed 
ethnic populations of Muslim women. Scandinavian Journal of Caring Science, 25(4), 637-645. 
Peltzer, K. (2009). Utilization and practice of traditional/complementary medicine (TM/CAM) in South Africa. African Journal of 
Traditional, Complementary and Alternative Medicines, 6(2), 175-185. 
Racine, M., Tousignant-Laflamme, Y., Kloda, L.A., Dion, D., Dupuis, G., & Choiniere, M. A systematic literature review of 10 years of 
research on sex/gender and experimental pain perception – Part 1: Are there really differences between women and men? Pain, 153(3), 602-
618.  
Riley, J.L., Wade, J.B., Myers, C.D., Sheffield, D., Papas, R.K., & Price, D.D. (2002). Racial/ethnic differences in the experience of chronic 
pain. Pain, 100(3), 291-298. 
160   Thivian Pillay et al. /  Procedia - Social and Behavioral Sciences  113 ( 2014 )  151 – 160 
Ruelhman, L.S., Karoly, P., & Newton, C. (2005). Comparing the experiential and psychosocial dimensions of chronic pain in African 
Americans and Caucasians: Findings from a national sample. Pain Medicine, 6(1), 49-60. 
Staton, L.J., Panda, M., Chen, I., Genao, I., Kurz, J., Pasanen, M., Mechaber, A.J., Menon, M., O’Rorke, J., Wood, J., Rosenberg, E., Faeslis, 
C., Carey, T., Calleson, D., Cykert, S. (2007). When race matters: Disagreements in pain perception between patients and their physicians in 
primary care. Journal of the National Medical Association, 99(5), 532-538. 
Turner, L. (2005). From the local to the global: Bioethics and the concept of culture. Journal of Medicine and Philosophy, 30, 305-320. 
Vlaar, A.P., ten Klooster, P.M., Taal, E., Gleith, R.E., El-Garf, A.K., Rasker, J.J., & van de Laar, M.A. (2007).  A cross-cultural study of pain 
intensity in Egyptian and Dutch women with rheumatoid arthritis. Journal of Pain, 8(9), 730-736. 
Whitman, S.M. (2007). Pain and suffering as viewed by the Hindu religion. Journal of Pain, 8(8), 607-613. 
Wong, W.S., Williams, D.A., Mak, K.H., & Fileding, R. (2011). Assessing attitudes toward and beliefs about pain among Chinese patients 
with chronic pain: Validity and reliability of the Chinese version of the Pain Beliefs and Perceptions Inventory(ChPBPI). Journal of Pain 
Symptom Management, 42(2), 308-318.  
